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Abstract
The purpose of this study was to evaluate the effectiveness of a social skills program
designed to improve the behavior, social skills, and coping skills o f children with learning
disabilities. This type o f program could also have potential benefits for children without LD
who have social skills deficiencies. The current study focused on the impact of the 10-week
Better Emotional and Social Times program delivered through the Windsor-Essex chapter of
the Learning Disabilities Association o f Ontario for 36 children (28 boys, 8 girls), 8 to 12
years of age, from Southwestern Ontario. These children completed pre- and post-treatment
the Social Skills Rating System as a measure o f social skills and the Piers-Harris Children’s
Self-Concept Scale as a measure o f self-concept. T-tests were conducted comparing pre- and
post- treatment scores on the inventories. Results indicated that significant improvements
occurred in parent rating o f assertion, cooperation, responsibility, internalizing behaviors,
and social skills and problem behaviors in general. Improvements were found in the
children’s rating o f intellectual and school status only. When examining subgroups, it was
found that items indicating improvements in responsibility, internalizing behavior,
hyperactivity, and overall problem behaviors were endorsed by parents o f children with
ADD/ADHD diagnoses. Parents o f children with primary deficits in the verbal domain o f
cognitive functioning endorsed items indicating an improvement in cooperation, self-control,
and social skills in general. For children with primary deficits in the nonverbal domain of
intellectual functioning, parents reported a decrease in overall problem behaviors and
improvements were found in child rating of cooperation. These results and their relation to
previous research are discussed and limitations o f the present study as well as suggestions for
future research are also presented.
iv
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1
Chapter I
INTRODUCTION
Learning disabilities (LD) are generally thought to impact much more than just
academic and vocational endeavors (Rourke & Fuerst, 1991). Children with learning
disabilities are vulnerable to difficulties in other areas o f functioning as well, such as
problems in the social and emotional realms. Whether there is a link between learning
disabilities and socioemotional problems is not entirely clear. Regardless o f causation,
children with learning disabilities often have comorbid deficiencies in other areas. For
example, research has indicated that conduct problems (disruptiveness, problems with
attention, fighting) and social and emotional coping problems (anxiety, self-confidence,
withdrawal, depression) are more prominent in children with learning disabilities than in the
normal population (Cullinan, Epstein, & Lloyd, 1981; Epstein & Cullinan, 1984), although
reliable estimates of prevalence have not been determined. These difficulties may be
manifested in various ways with no prototypical profile o f psychosocial functioning being
evident. However, the precise types o f problems in children with LD are yet unknown.
Many children with LD exhibit social problems that are of a sufficient degree to
require intervention (Pearl, 1992; Stone & La Greca, 1990; Vaughn & La Greca, 1992). They
are often considered to have chronic cognitive difficulties in processing vital social cues,
exploring social interaction, and executing appropriate social problem solving (Margalit,
1995). Children’s academic difficulties have been associated with maladaptive externalizing
or internalizing behaviors. The behaviors are often related to deficient social skills and the
children show the need for social skills training (Vaughn & La Greca, 1992). However, little
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research has been conducted on what type o f intervention is optimal for children in need of
social skills training.
Although much o f the research conducted in this area has produced conflicting
results, there are some general guidelines for how social skills intervention should be
implemented. Whenever possible, small groups o f children are thought to be ideal for social
skills training because this is the typical environment in which children learn and make use
o f social skills (Gresham & Elliott, 1990; Sheridan, 1995). The optimal number o f child
participants and group leaders has not been conclusive in previous research (Merrell &
Gimpel, 1998). However, it is generally considered best practices to have a group smaller
than a typical classroom, yet large enough to create a social setting. Also, two trainers are
considered most advantageous, but one is considered sufficient. Finally, weekly training
sessions that focus on two to three skills per session are thought to be the most desirable type
o f intervention (Merrell & Gimpel, 1998).
The purpose of this study is to evaluate the effectiveness o f a social skills program
designed to improve the behavior, social skills, and coping skills o f children. It is o f note that
this type o f program could also potentially benefit children without LD who have social skills
deficiencies. The main issue is whether the program is effective at remediating social skills
deficiencies. First, the context o f the problem and rationale for the study are discussed. Next,
the definitions o f social skills and social skills training are given and the social skills program
o f interest is outlined. Then, the theoretical background for this program is detailed. The
method used to conduct this study is presented and, finally, the results and conclusions are
discussed.
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Context o f the Problem
Children diagnosed with LD are often provided with services designed to maximize
their ability to benefit from educational instruction. Typically, the type of intervention
provided to these children not only targets deficient cognitive skills and abilities by teaching
compensatory strategies, but also uses the child’s strengths to enhance skills that they can use
in the future. In contrast, social skills are a less common area of focus for intervention that
has often been found problematic in children with LD (Bryan, Pearl, Donahue, & Pflaum,
1983; Schumaker, Deshler, Alley, & Warner, 1983). These skills are undoubtedly important,
as they are necessary throughout most areas o f a child’s life. Although children with LD have
been found to interact with peers just as frequently as non-learning disabled children, they
are involved in more negative interactions with peers, and are ignored more by both their
peers and teachers (La Greca, 1987).
Rationale for the Study
Comprehensive literature reviews and meta-analysis o f treatment outcomes have
shown that many improvements have been made in the implementation and results of
interventions for childhood disorders (Casey & Berman, 1985; Kazdin, Bass, Ayers &
Rodgers, 1990; Weisz, Weiss, Han, Granger, & Morton, 1995). These reviews summarized
over 300 outcome studies involving children between the ages of 2 and 18 years. It was
found that children receiving intervention scored 76% to 81% higher on outcome measures
than did children in control groups. These outcome measures were mostly related to the
results of psychotherapy based on ratings from observers, therapists, parents, and participants
on domains such as anxiety, aggression, and social adjustment. Although these reviews
demonstrated that intervention is generally effective, the type of intervention that is effective
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for children with specific problems was not addressed. Identification o f specific interventions
for various difficulties and diagnoses is necessary to best provide children with services
(Lonigan, Ebert, & Johnson, 1998).
The contemporary definition o f LD is more encompassing than ever before (Matkins
& Brigham, 1999). It has been historically difficult to recommend treatment that will be
effective for a variety o f children with LD. No one model of intervention has been discovered
that works for all children with LD; however, activities-based approaches are thought to
minimize some of the problems experienced by children with LD (e.g., attention problems;
Matkins & Brigham, 1999).
Literature reviews have been conducted on children with Conduct Disorder (Brestan
& Eyberg, 1998) and Attention Deficit Hyperactivity Disorder (ADHD; Pelham, Wheeler, &
Chronis, 1998), two disorders that are often comorbid with LD. Brestan and Eyberg (1998)
evaluated 82 research studies using criteria developed by the Division 12 (Clinical
Psychology) Task Force on Promotion and Dissemination o f Psychological Procedures
(TFPDPP). The results showed that two interventions met the criteria for well-established
treatments; the videotape modeling parent-training program (Spaccarelli, Cotier, & Penman,
1992; Webster-Stratton, 1984,1994) and parent-training programs based on Patterson and
Gullion’s (1968) manual Living With Children (Alexander & Parsons, 1974; Bernal,
Klinnert, & Schultz, 1980; Wiltz & Patterson, 1974). Using the same aforementioned criteria
developed by the TFPDPP, the literature review conducted by Pelham, Wheeler, and Chronis
(1998) showed that behavioral parent-training and behavioral interventions in the classroom
met criteria for well-established treatments.
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Fomess and Kavale (1996) conducted a meta-analysis of 53 studies that specifically
focused on social skills training for children with LD. It was found that the mean effect size
obtained was only .211, or an 8 percentile rank increase, with very few differences among
teachers, peers, or children themselves who judged the effectiveness of training. Several
reasons were offered for these disappointing results. First, the average amount o f social skills
training was generally less than 30 hours and it was thought that longer interventions might
be necessary to produce stronger results. Also, there were measurement issues in many o f the
studies. For example, problems included poor rationale for inclusion of items and dubious
psychometric properties of instruments. The use of recently developed social skills rating
scales that were developed to address these issues is important for current research. In
addition, almost all the studies used a social skills training program specifically designed for
research purposes where monitoring the reliability of treatment was not a high priority, thus,
leading one to question the effectiveness of the delivery o f the intervention. Finally, the
controversies surrounding the genesis o f social skills deficits make it unclear whether the
focus o f intervention should be the social skills themselves, academic deficits, or (if both are
presumed to emanate from a common neurological origin) if it should be placed on cognitive,
linguistic, and other components that comprise the core o f a common etiology.
Gresham (1985) reviewed 33 studies that used cognitive-behavioral training
procedures such as modeling, coaching, and social problem solving. Gresham found that
modeling and coaching had the strongest empirical support when evaluated according to
criteria of treatment specification, appropriateness o f statistical analysis, experimental design,
social validity of the outcome measures, generalizability of the training, and cost
effectiveness.
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In a comprehensive published review o f social skills training, Schneider and Byrne
(1985) conducted a meta-analysis of 51 studies investigating seven attributes o f social skills
interventions. These attributes included the intervention procedure, the duration of
intervention, the age and sex of subjects, the type o f subject population (e.g., LD and Mental
Retardation), therapist characteristics, the outcome variable, and the reliability of the
outcome measures.
Schneider and Byrne classified intervention techniques into the four following
categories; modeling (demonstrations o f a skill via film or videotapes, audiotapes, or live
enactments), operant procedures (providing social or material reinforcement), coaching
(direct verbal instructions with rehearsal and feedback), and social-cognitive procedures
(teaching problem-solving, role taking, and positive self-statements). According to Schneider
and Byrne, the operant procedures had the largest effect size, followed by modeling,
coaching, and social-cognitive techniques. Differences between effect sizes were statistically
significant only between the operant and social-cognitive procedures.
Most interventions in the 51 studies reviewed by Schneider and Byrne were
conducted by psychologists or classroom teachers. The mean effect size for teachers was
significantly lower than that for the psychologists. There was little difference between
teachers and psychologists for coaching or social-cognitive procedures, but modeling and
operant interventions generally were more effective when conducted by the psychologists.
Schneider and Byrne's results also indicated that social skills interventions were more
effective for preschoolers and adolescents than for elementary children. No gender
differences in the effect sizes were noted. Finally, social skills training was more effective
with withdrawn and learning-disabled students than with aggressive students.
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Contrary to expectations, the duration o f interventions was related negatively to the
outcome. That is, interventions o f fewer than 5 days were, on the average, more effective
than interventions lasting more than 50 days. Schneider and Byrne interpreted this result to
be consistent with the overall finding that modeling and operant procedures were more
effective than social- cognitive procedures, as the former procedures were usually much
briefer and were likely to involve a smaller number o f students.
In summary, based on the reviews o f research by Gresham (1985) and Schneider and
Byrne (1985) there appears to be substantial support for the effectiveness of social skills
training procedures in general, and for operant and modeling procedures in particular.
From the above examples, it can be seen that the identification o f an effective
intervention for children with LD and deficient social skills should not be an impractical task.
However, the lack of a consensus within the research literature as to how to treat children
with LD and social skills difficulties “should not come as a surprise since learning disabilities
have been a subject o f serious scientific scrutiny for only a relatively short period of time”
(Rourke & Fuerst, 1991). The movement towards empirically established practices and
treatments for children with LD makes the evaluation o f the current social skills program
under investigation (described below) an important step in forming standardized intervention
methods.
It is also o f interest to conduct a summative evaluation to determine whether or not
the program is effective in achieving the desired behavioral changes in children with LD who
are in need o f social skills training. Indeed, intervention in human behavior is generally
associated with evaluation because when setting out to achieve change, it is important to
determine whether the change has actually occurred. Specifically, there is no value in
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continuing with an intervention that is shown to be ineffective, as time and resources could
likely be better allocated elsewhere. In the case o f this social skills program, the main
question is whether it is successful in changing the target behaviors (i.e., social skills). If the
program is effective, then it could serve as a model for others who are interested in offering
the same type o f service for children with LD. If the program is found to be ineffective, then
an attempt could be made to identify relevant factors, followed by modifications and reevaluation.
Definition o f Social Skills
There is no universally agreed upon definition o f social skills. For the purposes of this
study, social skills will be collectively defined as cognitive and overt behaviors that a person
uses in interpersonal interactions (Schumaker & Deshler, 1995). In general, social skills are
the learned skills to relate effectively to people.
Definition of Social Skills Training
Social Skills Training is a type o f behavior therapy that emphasizes shaping,
modeling, and behavioral rehearsal to improve interpersonal skills. This type o f behavior
therapy can be conducted with individuals or in groups. This approach is largely based on
social learning principles (Bandura, 1977) and is dependent on the principles o f operant
conditioning and observational learning. The initial step involves specifying the type o f skills
to be taught and then defining the learning steps necessary in order to master each skill
(Goldstein, 1973). Using one skill at a time, the leader makes use of modeling by
encouraging participants to watch socially skilled interactions so that responses can be
learned through observation. The participants practice social techniques in structured roleplaying exercises, and then the trainer provides corrective feedback and uses methods to
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reinforce progress. Eventually, the participants try their newly acquired skills in real-world
interactions. Usually, they are given specific homework assignments. The participants are
gradually asked to handle more complicated and delicate social situations. It is further
assumed that continuing successful applications o f the newly acquired skills will lead to a
positive response from the social environment and that this will provide a basis for learning
additional social skills in day-to-day activities (Jackson & Bijstra, 2000). The above outlined
method is analogous to the one used in the program o f interest.
Definition of Learning Disabilities
As the children who participated in the program of interest were reported to have LD,
it is pertinent to give a working definition o f LD.
LD is a generic term that refers to a heterogeneous group of disorders
manifested by significant difficulties in the master of one or more of the
following: listening, speaking, reading, writing, reasoning, mathematical,
and other skills and abilities that are traditionally referred to as
“academic.” The term LD is also appropriately applied in instances where
persons exhibit significant difficulties in mastering social and other
adaptive skills and abilities. In some cases, investigations of LD have
yielded evidence that would be consistent with hypotheses relating central
nervous system dysfunction to the disabilities in question. Even though a
learning disability may occur concomitantly with other handicapping
conditions (e.g., sensory impairment, mental retardation, social and
emotional disturbance) or environmental influences (e.g., cultural
differences, insufficient/inappropriate instruction, psychogenic factors), it
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is not the direct result o f those conditions or influences. However, it is
possible that emotional disturbances and other adaptive deficiencies may
arise from the same patterns o f central processing assets and deficits that
generate the manifestation o f academic and social LD. LD may arise from
genetic variations, biochemical factors, events in the pre- to perinatal
period, or any other subsequent events resulting in neurological
impairment (Rourke, 1989, p. 215)
LD Subtypes
Subtypes o f LD are manifestations o f distinct profiles of
psychological/neuropsychological assets and deficits. The Subtypes of LD may lead to
specific problems in academic functioning, psychosocial functioning, or both.
The Better Emotional and Social Times (B.E.S.T.) Program
The B.E.S.T. program is offered to children eight to twelve years o f age that are
referred to the program because they are experiencing difficulty in relating to others. It is a
program consisting o f a 10-week course, which teaches effective techniques for everyday
situations using role models, role-playing, games, and positive reinforcement.
The B.E.S.T. program, which is modeled after a program that has been offered
through the Chatham chapter of the Learning Disabilities Association o f Ontario (LDAO) for
approximately 10 years, has been recently started at the Windsor-Essex chapter. The course
focuses on 10 specific social skills that are based on the Structured Learning Skills described
in Goldstein, Sparfkin, Gershaw, and Klein (1980). The 10 skills are: Using Your Time,
Using Self-Control, Sportsmanship After The Game, Listening, Friendship, Dealing With
Wanting Something That Isn’t Mine, Dealing With Anger, Body Language, Accepting
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Consequences, and Accepting No. Prior to the start o f the program, each child’s parents are
given a checklist of these 10 social skills topics and asked to rank the top five in the order of
difficulty for their child (from most to least difficult).
Each lesson follows a chart that includes a four- to five-step process for effectively
using the specific social skill that is the focus o f that session. The skill and step-by-step
process are introduced at the beginning o f the lesson, and they are reinforced throughout the
class by modeling, role-playing, games, and work sheets. At the end of the class, the process
is reviewed again and a homework sheet is assigned (see Appendix A for an example). The
homework sheet includes a copy o f the chart with visual cues at the top and then requests that
the child draw or write examples o f how the child has used the skill throughout the week and
rate how well they think they used the skill. At the next session, the homework is reviewed.
If a child describes a situation where they used their new social skill poorly, then role-playing
is used to identify how the child could have handled the situation more effectively. The
charts are an adaptation o f Goldstein, Sparfldn, Gershaw, and Klein, (1980). These charts
include not only the process, but also highlight a key word in each step of the process and
provide visual cues for each of the highlighted words.
Skill-Streaming the Adolescent: Theoretical Basis for the B.E.S.T. Program
The B.E.S.T. program is based on the theory and skills training approach called
Structured Learning, which is the topic of Goldstein, Sparfldn, Gershaw, and Klein’s (1980)
book Skill-Streaming the Adolescent: A Structured Learning approach to Teaching Prosocial
Skills. The B.E.S.T. program followed the procedures outlined in this book, with a slight
departure in group size (8 to 10 children per group, instead of the 5 to 8 children
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recommended by Goldstein et al.) The next few sections detail the principles outlined in this
book for implementing a successful Social Skills program.
Structured Learning is designed to teach social skills, planning skills, skills for
dealing with feelings, skill alternatives to aggression, and skills for responding effectively to
stress. Aggression, withdrawal, and immaturity have been the three categories found to
account for the vast majority o f behaviors that are found to be problematic in children
(Achenbach, 1966; Achenbach & Edelbrock, 1978; Brady, 1970; Peterson, Quay, & Tiffany,
1961; Quay, 1966). Therefore, the training primarily focuses on these deficient skills and
their remediation.
Aggression
This classification reflects behaviors such as fighting, disruptiveness, destructiveness,
profanity, irritability, argumentativeness, rebellion against authority, irresponsibility, high
levels of attention-seeking behavior, and low levels of guilt feelings. Deficient skills include
poor self-control, uncooperativeness, not asking permission, not avoiding trouble with others,
poor understanding o f the feelings o f others, and difficulty dealing with someone else’s anger
(Quay, 1966).
Withdrawal
This category is characterized by depression, feelings of inferiority, selfconsciousness, shyness, anxiety, hypersensitivity, isolation, and tentativeness. These children
lack proficiency in having a conversation, joining in, dealing with being left out, responding
to persuasion, and dealing with contradictory messages. In addition, skills relevant to
expressing or receiving apologies, complaints, or instruction are also deficient (Quay, 1966).
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Immaturity
Behaviors that typify this classification include short attention span, clumsiness,
preference for younger playmates, passivity, and ineffectiveness. This represents a persistent
pattern of behavior that was appropriate earlier in the child’s development, but which is no
longer appropriate due to societal expectations and the child’s current age. Skill deficiencies
in this type of child involve a lack o f competence in sharing, inappropriate response to
teasing, inappropriate response to failure, difficulty dealing with group pressure, lack o f goal
setting, and poor concentration (Quay, 1966).
The skills listed above are a brief sampling of the target skills that form the major
focus of Structured Learning. Goldstein, Sparfkin, Gershaw and Klein (1980) believe that a
training program oriented toward the explicit teaching o f prosocial skills can compensate for
many of the aforementioned skill deficits.
Components o f Structured Learning
Structured Learning grew out o f the psychoeducational training movement in the
United States. The primary characteristic o f the program is the combined use o f educational,
instructional, and audiovisual techniques to train individuals in successful daily living.
Structured Learning consists o f (1) modeling, (2) role-playing, (3) performance feedback,
and (4) transfer o f training. In the typical training session, trainees are shown examples of
proficient skill behavior (modeling), given opportunities to rehearse what they have seen
(role-playing), provided with systematic feedback regarding the sufficiency of their
performance (performance feedback), and encouraged to use their new skills in their real-life
environment (transfer o f training).
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Modeling
Modeling is defined as learning by imitation (Goldstein, Sparfkin, Gershaw, & Klein,
1980). Research has shown that modeling is an effective and reliable technique for the rapid
learning o f new behaviors and the strengthening or weakening of previously learned
behaviors (e.g., Bandura, 1973). The following three types o f learning by modeling have
been identified from such research. Observational learning refers to the learning o f new
behaviors that a person has never performed before. Inhibitory and disinhibitory effects
involve the strengthening or weakening o f behaviors that were previously performed only
rarely by the person due to a history of punishment or other negative consequences.
Behavioralfacilitation refers to the performance o f behaviors previously learned by watching
others that are not a source o f potential negative reactions from others.
Research has demonstrated that a wide variety o f behaviors can be learned,
strengthened, weakened, or facilitated in real-life settings by modeling (e.g., Lefkowitz,
Blake, & Mouton, 1954; Evers & Schwarz, 1973). However, most people observe many
behaviors every day that they do not imitate. Modeling enhancers have been found to
increase the modeling o f observed behaviors. Three types of modeling enhancers include;
model characteristics, modeling display characteristics, and observer (trainee)
characteristics.
Model Characteristics.
More effective modeling will occur when the model (a) seems to be highly skilled or
expert, (b) is o f high status, (c) controls rewards desired by the trainee, (d) is o f the same sex,
approximate age, and social status as the trainee, (e) is friendly and helpful; and (f) is
rewarded for the given behaviors.
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Modeling Display Characteristics.
Again, more effective modeling will occur when the modeling display shows the
behavior to be imitated (a) in a clear and detailed manner, (b) in the order from least to most
difficult behaviors, (c) with enough repetition to make overlearning likely, (d) with as little
irrelevant detail as possible, and (e) when several different models are used.
Observer (Trainee) Characteristics.
Finally, more effective modeling will occur when the person observing the model is
(a) told to imitate the model, (b) similar to the model in background or in attitude toward the
skill, (c) friendly toward or likes the model, and (d) rewarded for performing the modeling
behavior.
In addition to the modeling enhancers, trainees cannot learn from watching a model
unless they pay attention to the modeling displayed, retain the behaviors observed, and can
both reproduce and perform the behaviors.
Role-Playing
Role-playing is defined as a situation in which an individual is asked to either behave
in certain ways that are out o f the ordinary for them or in a location where they do not
normally enact the role. Research has shown role-playing to be effective at changing
behavior (e.g., Hubbel, 1954; Mann, 1956; McFall & Marston, 1970; Ross, Ross, & Evans,
1976). With regards to modeling, role-playing will only occur if certain conditions are met.
The role player must have enough information about the content o f the role to enact it and
sufficient attention must have been paid to role-play enhancers. Role-play enhancers include
(a) a choice on the part o f the trainee regarding whether or not to take part in the roleplaying, (b) trainee commitment to the behavior or attitude that is being enacted, (c)
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improvisation in enacting the role-play behaviors, and (d) reward, approval, or reinforcement
for enacting the role-play behaviors.
Performance Feedback
Performance feedback is defined as providing a trainee with information as to how
well role-playing was carried out. It may take a specific form such as reward, reinforcement,
criticism, or re-teaching. Social reinforcement such as praise, approval, and encouragement
has been shown to be an especially effective influence on behavior change. Reinforcement is
defined as any event that serves to increase the likelihood that a given behavior will occur.
Three types o f reinforcement include: (1) material reinforcement, such as food or money; (2)
social reinforcement, such as praise or approval from others; and (3) self-reinforcement,
which is a person’s favorable evaluation o f their own behavior. Structured Learning uses all
three types o f reinforcement. The effectiveness and permanence o f reinforcement in
determining performance will depend on the characteristics of the reinforcements used, or
reinforcement enhancers.
Type o f Reinforcement
Certain types o f reinforcers, such as approval, food, affection, and money, have a
high probability of serving as effective reinforcers for most people. However, this is not
always the case. Each individual’s own reinforcement history and needs at the time of
training will affect whether the intended reinforcer is successful. The trainer must determine
which reinforcers are efficient in reinforcing each individual child.
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Delay o f Reinforcement
Behavior change occurs most effectively when the reinforcement follows
immediately after the desired behavior. Delayed reinforcement can lead to the strengthening
o f inappropriate or ineffective behaviors.
Response-Contingent Reinforcement
The dependent relationship or linkage between performance and reinforcement must
be reflected in training procedures and made sufficiently clear to the trainee. The amount and
quality of reinforcement are major determinants o f performance.
Opportimityfor Reinforcement
The behavior to be reinforced must occur with ample frequency so that reinforcement
can be provided. If behaviors are too infrequent, insufficient opportunity will exist to provide
reinforcement.
Partial (Intermittent) Reinforcement
Partial reinforcement refers to the reinforcement o f only some o f the child’s correct
responses by reinforcing at fixed times (e.g., at the end o f each class) or at a fixed number of
responses (e.g., every fifth correct response) on variable time or response schedules.
Behaviors that are reinforced sporadically are longer lasting than behaviors reinforced each
time they occur (e.g., Mellgren, Lombardo, Wrather, & Weiss, 1973).
Transfer o f Training
Transfer o f training is determined by how well trainees perform in their real lives.
Overleamed behavior is more likely to occur in the future when a similar situation arises.
Also, the greater the number o f identical elements or characteristics shared by the training
and application settings, the greater the later transfer from training to real-life application
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(Goldstein, Sprafkin, & Gershaw, 1979). Ideally, both the interpersonal and tangible
characteristics of the training and application setting would be vastly similar. Positive
transfer is also greater when a variety of stimuli are used. Structured Learning uses a broad
array o f interpersonal stimuli represented by the several models, trainers, and role-playing
co-actors designed from the principle o f transfer enhancement. When training is completed,
real-life reinforcement needs to be continued (e.g., by teachers, parents, peers, and self) in
order to maximize transfer (Goldstein, Sprafkin, & Gershaw, 1979).
The combination o f modeling, role-playing, performance feedback, and transfer of
training are used in Structured Learning as a more effective and widely applicable approach
to skill training.
Instructions for Conducting a Structured Learning Group
This section comprises suggestions for conducting a Structured Learning Group based
on the research conducted by Goldstein, Sparfkin, Gershaw, and Klein (1980). The optimally
sized group for effective Structured Learning consists o f five to eight trainees plus two
trainers. Trainees’ strengths and weaknesses are assessed using a Structured Learning skill
checklist where the parents rate their child on the extent to which they used a certain skill:
never, seldom, sometimes, often, or always (e.g., Listening: Does the youngster pay attention
to someone who is talking and make an effort to understand what is being said?). Trainers
keep records of what the child does or does not do to monitor skill mastery for each child
throughout the program.
Training should occur at a rate o f at least one time per week. Spacing between
sessions is critical in order to provide ample opportunity for the children to practice in daily
life what they have learned in the training setting. Typically, each training session should
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focus on learning one skill only. Therefore, each session should include one sequence of
modeling, several role-plays, feedback, and assignment o f homework. Session length should
be determined by a number o f factors including attention span of trainees, verbal ability, and
so forth. One-hour sessions have often proven optimal. The role-playing and feedback
activities that make up most o f each Structured Learning session are a series o f actionreaction sequences in which effective behaviors are first rehearsed and then critiqued. Since
it is difficult to both lead and observe at the same time, a team of two trainers should lead
each session. Trainers must be very familiar with the theory and instruction o f the Structured
Learning approach in order to effectively lead a session.
At the start o f the program, an orientation period is first given to participants to
provide each group member with heightened motivation to attend and participate. This period
is tailored to the individual needs o f each trainee and includes methods such as mentioning
the purposes o f the group as they relate to the specific skill deficits o f the child, what
procedures will be used, the benefits gained from participation, and the nature o f the tangible
or token rewards to name a few.
As previously described, modeling, role-playing, feedback, and transfer o f training
are used in each sessioa The modeling usually consists o f situations enacted by the two
trainers. The role-playing consists of two trainees (the main actor and co-actor) who enact the
behavioral steps that have been modeled. A brief feedback period from the co-actor,
observers, and trainers follows each role-play. This helps the main actor find out how well
the behavioral steps were followed, examines the impact o f the enactment on the co-actor,
and provides the main actor with encouragement to try out the role-played behaviors in real
life. Finally, steps are taken to maximize transfer to the child’s real-life environment.
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Homework assignments are used so that trainees can practice in real-life settings the
behaviors they have learned (see Appendix A). Also, both external support and self-reward
are set up to help maintain the transfer of training. For example, parents and teachers are
taught how to encourage and reward trainees when they practice their new skills. In addition,
trainees are instructed in the nature o f self-reinforcement and encouraged to “say something
and do something nice for yourself’ if they practice their new skill.
Structured Learning Curriculum
Fifty Structured Learning skills have been developed that fall into six categories.
Table 1.
Structured Learning Skills
Category

Learning Skills

(1) Beginning Social Skills

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

(2) Advanced Social Skills

(3) Skills for Dealing with Feelings

(4) Skill Alternatives to Aggression

Listening
Starting a conversation
Having a conversation
Asking a question
Saying thank you
Introducing yourself
Introducing other people
Giving a compliment
Asking for help
Joining in
Giving instructions
Apologizing
Convincing others
Knowing your feelings
Expressing your feelings
Understanding the feelings o f others
Dealing with someone else’s anger
Expressing affection
Dealing with fear
Rewarding yourself
Asking permission
Sharing something
Helping others
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(5) Skills for Dealing with Stress

(6) Planning Skills

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Negotiation
Using self-control
Standing up for your rights
Responding to teasing
Avoiding trouble with others
Keeping out o f fights
Making a complaint
Answering a complaint
Sportsmanship after the game
Dealing with embarrassment
Dealing with being left out
Standing up for a friend
Responding to persuasion
Responding to Mure
Dealing with contradictory messages
Dealing with an accusation
Getting ready for a difficult
conversation
Dealing with group pressure
Deciding on something to do
Deciding what caused a problem
Setting a goal
Deciding on your abilities
Gathering information
Arranging problems by importance
Making a decision
Concentrating on a task

Each skill is outlined in behavioral steps (see Appendix A for an example). These
steps are the framework for the situations that are modeled by trainers and then role-played
by trainees. Examples of transcripts for modeling are provided in the book for the trainers.
Management o f Problem Behavior
For effective learning to take place, a trainer must maintain attention and keep any
problem behavior under control. There are a number o f techniques useful in dealing w ith a

variety of problem behaviors. Some o f the major behaviors which have been found to be
problematic include: hyperactivity, aggressive or impulsive behavior, crying, temper
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tantrums, seeking excessive attention or approval (dependency), inattentiveness,
unwillingness to join group activities, lack o f interest, anxiety, and lack o f self-confidence.
Three types of management are used in Structured Learning: behavior modification
techniques, instructional techniques, and relationship-based techniques.
Behavior Modification Techniques
These methods are based on principles of reinforcement. They are typically used in
the remediation o f excessive behavior and the shaping o f infrequent behavior.
Instructional Techniques
These methods provide the trainee with specific, concrete instructions regarding
expected classroom behavior. They have been used for modifying deficient behavior and
teaching new in-class behavior.
Relationship-Based Techniques
These methods help to create a supportive atmosphere that facilitates learning and
performance. They are frequently used in conjunction with behavior modification and
instructional methods.
Goldstein et al. (1980) define each technique behaviorally to give the trainer specific
information regarding what to say or do in order to achieve the desired behavior change.
Assessment o f Social Skills and Self-Concept
Two standardized questionnaires commonly used in clinical practice were used in this
study: the Social Skills Rating System (SSRS —parent and child form; Gresham & Elliot,
1990) and the Piers-Harris Children’s Self-Concept Scale - Second Edition (PHSCS; Piers &
Herzberg, 2002). Both questionnaires were given prior to and after the completion o f the
B.E.S.T. program. This was done to investigate any differences on each child’s self
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evaluation of their attributes and behavior as well as their parents evaluation o f the child’s
progress. The psychometric properties o f these measures and their relevancy for this study
are discussed below.
The Social Skills Rating System
The SSRS focuses on the behaviors that affect parent-child relationships and peer
acceptance. This study used the rating scale for parents as well as the self-report form for
elementary level students (grades K-6). The elementary level parent rating form consists o f
55 items divided into two scales: Social Skills and Problem Behaviors. Parents respond to
items using a 3-point response format based on how often a given behavior occurs: 0 (never),
1 (sometimes), and 2 (very often). On the Social Skills items, parents are also asked to rate
the importance o f a skill (on the same 3-point scale: never, sometimes, very often) to success
at home. The importance rating is not used to calculate ratings for each scale, but for
planning interventions, and hence was not used in this study.
The Social Skills scale consists o f 38 items that rate social skills in the areas of
parent and peer relationships. This scale contains four subscales: Cooperation, Assertion,
Responsibility, and Self-Control. The Cooperation subscale identifies compliance behavior
important for success at home (e.g. “Keeps room clean and neat without being reminded” and
“Volunteers to help family members with tasks”). The Assertion subscale includes initiating
behaviors that involve making and maintaining friendships and responding to actions of
others (e.g., “Invites others to your home” and “Starts conversations rather than waiting for
others to talk first”). The Responsibility subscale identifies behavior important for
accountability o f actions (e.g., “Asks permission before using another family member’s
property” and “Requests permission before leaving the house”). The Self-Control subscale
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includes responses that occur in conflict situations such as turn-taking and peer criticism
(e.g., “Cooperates with family members without being asked to do so” and “Responds
appropriately when hit or pushed by other children”).
The Problem Behaviors scale consists of 17 items reflecting behaviors that might
interfere with social skills performance. These items are divided into three subscales:
Externalizing Problems, Internalizing Problems, and Hyperactivity. The Externalizing
Problems subscale items describe inappropriate behaviors that indicate verbal and physical
aggression toward others and a lack o f temper control (e.g., “Fights with others” and “Gets
angry easily”). The Internalizing Problems subscale includes behaviors that reveal anxiety,
sadness, and poor self-esteem (e.g., “Shows anxiety about being with a group o f children”
and “Appears lonely”). The Hyperactivity subscale includes activities that involve excessive
movement and impulsive action (e.g., “Disturbs ongoing activities” and “Acts impulsively”).
The elementary level child self-report form of the SSRS consists o f 34 items used to
comprise the Social Skills scale. Children respond to the items using the same 3-point
response format on how often they exhibit each described behavior. This Social Skills scale
also contains four subscales: Cooperation, Assertion, Empathy, and Self-Control. The
Cooperation, Assertion, and Self-Control subscales reflect the same general types of
behaviors as seen on the parent form. The Empathy subscale includes behaviors that show
compassion for others (e.g., “I feel sorry for others when bad things happen to them” and “I
listen to my friends when they talk about problems they are having”).
The SSRS was standardized with a sample o f 4,170 children in the United States
(1,980 children for the elementary student form). Standardization variables included grade,
gender, handicapping condition, race/ethnicity, geographic region, and community size.
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Psychometric properties are presented in the manual. Overall psychometric properties
obtained during scale development ranged from adequate to excellent. Criterion-related and
construct validity were established by finding significant correlations between the SSRS and
other rating scales. Subscale dimensions were determined through factor analyses o f each
scale. Items that met a criterion of a .30 or greater factor loading were considered to load on a
given factor. Grade-based standard scores and percentiles are available for the total score of
each form (parent and elementary). However, standard scores are not available for any o f the
subdomains. Instead, behavioral levels o f “fewer”, “average”, and “more” are used for each
subscale.
Test-retest reliability o f the SSRS was measured using the same standardization
ample four weeks after their original standardization ratings. Substantial evidence of
temporal stability was shown for the parent ratings, with test-retest correlations o f .87 for
Social Skills and .65 for Problem Behaviors. Student self-ratings o f Social Skills yielded a
test-retest reliability coefficient o f .68.
The SSRS student self-report forms have been called a considerable improvement
over what was previously available in the area o f self-report tests for child and adolescent
social skills (Merrell & Gimpel, 1998). It has also been regarded as one of the top two o f the
most technically adequate and psychometrically sound social-emotional third-party
instruments for young children as well as the most comprehensive standardized measure of
social skills functioning currently available (B racken et al., 1994; Flanagan et al., 1996).

The SRSS has been found to reliably differentiate groups of handicapped children
(including children with LD) from nonhandicapped children. Several studies suggest that
children with LD have poorer social skills than nonhandicapped children (Gresham, Elliot, &
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Black, 1987; Gresham & Reschly, 1987; Stinnett, Oehler-Stinnett, & Stout, 1989). Gresham
and Elliot (1990) conducted three validity studies of the SRSS in which nonhandicapped
(NH), LD, and other handicapped (OH) children were contrasted. On the parent form, NH
children were rated higher by their parents on the Social Skills Scale, and on Assertion,
Responsibility, and Self-Control Subscales than LD and OH children and lower (indicating
fewer problems) on the Problem Behaviors Scale, and on Externalizing Behaviors,
Internalizing Behaviors, and Hyperactivity Subscales. On the student form, NH children had
higher scores on the Social Skills Scale than LD or OH children. In addition, NH students
had higher Empathy scores than LD students. NH and LD students did not differ on
Cooperation, Assertion, or Self-Control Subscales.
The Piers-Harris Children’s Self-Concept Scale - Second Edition
The PHSCS consists o f 60 declarative statements written at a third-grade level
requiring children to respond “yes” or “no” to statements describing themselves. The PHSCS
scale was designed to determine how a youth feels about his or her self. The single most
reliable measure o f the PHSCS and the one with the best research support is the total score.
An increase in total score from pre- to post-testing indicates gains in self-esteem. As an aid to
more detailed clinical interpretation, the PHSCS provides six “cluster” scales: Behavioral
Adjustment, Intellectual and School Status, Physical Appearance and Attributes, Freedom
From Anxiety, Popularity, and Happiness and Satisfaction. The Behavioral Adjustment scale
measures admission or denial of problematic behavior (e.g., “I get into a lot o f fights”). The
Intellectual and School Status scale reflects a child’s assessment of his or her abilities with
respect to academic tasks (e.g., “My friends like my ideas”). The Physical Appearance and
Attributes scale measures a child’s appraisal of his or her own physical appearance as well as
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attributes such as leadership and the ability to express ideas (e.g., “I am good-looking”). The
Freedom From Anxiety scale reflects anxiety and dysphoric mood (e.g., “I worry a lot”).
The Popularity scale represents a child’s evaluation o f his or her social functioning (e.g., “I
have many friends”). Finally, the Happiness and Satisfaction scale reflects feelings o f
happiness and satisfaction with life (e.g., “I am unhappy”). All cluster scales are scored in the
direction o f positive self-concept so that a high score on a particular cluster scale indicates a
high level o f assessed self-concept within that dimension. In addition to the cluster scales,
two validity scales identify inconsistent responding and a tendency to answer without regard
to item content.
The PHSCS has been identified as a well-known and respected instrument in clinical
use (Epstein, 1985; Jeske, 1985). The PHSCS was standardized with a sample o f 1,387
children in the United States. Standardization variables included grade, gender,
race/ethnicity, geographic region, and parent’s education level. The manual states that the
overall psychometric properties (i.e., internal consistency, test-retest reliability, content
validity, and criterion validity) are in the excellent range, often approaching or exceeding .90
on measures such as alpha, KR-20, or split-half coefficients.
The reliability coefficients o f the PHSCS two- and four-months after the original
standardization were .77 and .77 respectively. Hattie (1992) reported a test-retest study for
the PHSCS on a sample o f 135 students in Grades 10 through 12. The reliability coefficients
were as follows: Total, .87; Behavior; .80, Intellectual and School Status, .84; Physical
Appearance and Attributes, .88; Anxiety, .80; Popularity, .80; Happiness and Satisfaction,
.65.
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Several studies have examined self-concept in children with LD. In factor analysis
studies of the PHSCS (e.g., Margalit & Zak, 1984; Jones, 1985) children with LD were
generally found to score lower than children with no learning disabilities. Margalit and Zak
(1984) found that children with LD scored lower only on the Happiness and Satisfaction
Scale. Jones (1985) found that children with LD rated themselves lower than other children
on intellectual abilities and school status, and physical appearance and attributes, but not on
popularity, freedom from anxiety, or happiness and satisfaction.
Beck et al. (1982) examined the effects o f remedial assistance on 47 children with LD
and 47 children without LD. These children received resource assistance while placed in a
regular classroom. Results indicated that the group with LD produced significantly lower
Piers-Harris ratings, both at the beginning and at the end o f the school year. However, no
significant difference was found between children with and without LD in terms o f the effect
o f remediation services.
Cooley and Ayres (1988) compared 46 children with LD to a control group of 47
normal children. It was found that the children with LD had significantly lower scores on
both Piers-Harris Total score and the Intellectual and School Status scale. This study also
found that those students with low self-concept scores were more likely to attribute their
failures to lack o f ability, rather than lack of effort. This study is in concurrence with
Chapman’s (1988) review o f several studies o f self-concept. It was found that children with
LD scored lower than children without LD on the PHSCS Total score and the Intellectual and
School Status scale.
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Hypothesis
On the basis o f the skills targeted in the B.E.S.T. program, some o f the scales on the
SSRS and PHSCS would be expected to change if the program is successful, whereas others
may be less likely to change because these areas were not targeted by the program (see Table
2). As self-control is one o f the primary areas that is targeted by the program (Using SelfControl, Sportsmanship After The Game, Dealing With Wanting Something That Isn’t Mine,
Dealing With Anger, Accepting Consequences, Accepting No) the Self-Control subscale on
the SSRS would be expected to show the most improvement. Assertion is also targeted by the
program (Friendship, Body Language); therefore, improvement would also be expected on
this subscale o f the SSRS. The other Social Skills subscales, Cooperation, Responsibility
(parent form), and Empathy (child form) and the Problem Behavior subscales on the parent
form; Externalizing, Internalizing, and Hyperactivity, were not predicted to change, unless
there was a generalization effect, because the B.E.S.T. program does not directly address
them.
On the PHSCS, the Total score is the most robust measure according to the literature
and would, therefore, be expected to improve. Individually, the Behavioral Adjustment
subscale would be expected to show the most improvement because the program is aimed at
modifying behavior to make it more adaptive. The Freedom From Anxiety subscale and the
Happiness and Satisfaction subscale could show some change as an indirect consequence of
the program. The Intellectual and School Status, Physical Appearance and Attributes, and
Popularity subscales were not expected to be altered by the program, unless there was a
generalized effect.
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Table 2.
Dependent Variables and Predicted Change
Measure
SSRS

PHSCS

Scale

Change

Self-Control

+

Assertion

+

Cooperation

+

Responsibility

+

Empathy

+

Behavioral Adjustment

+

Freedom From Anxiety

+

Happiness and Satisfaction

+

Intellectual and School Status

+

Physical Appearance and Attributes

+

Popularity

+

Note. + = improvement; + = little or no change
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Chapter II

METHOD
Participants
The current study focuses on the impact o f the 10-week B.E.S.T. program delivered
for a mixed clinical sample o f 36 children (28 boys, 8 girls), 8 to 12 years o f age, from
Southwestern Ontario, with a variety o f psychosocial and learning problems. Two children
chose not to participate in the study, and nine children did not complete the program. Of the
25 children (18 boys, 6 girls) that completed the program, three o f their parents did not
complete the final inventory (see Table 3). Children were accepted into the program if they
(1) needed social skills training based on a teacher/parent evaluation, and (2) had a
psychological report from a community psychologist indicating a learning (e.g., reading) or
processing (e.g., language impairment) disability. The children were not receiving any other
form of social skills intervention (e.g., therapy) at the time the program was offered. Eight to
ten children participated in each 10-week program, which is offered four times per year.
Therefore, data from several series were used in order to gather a sufficient sample size.
Either at the time o f registration or after registration, but prior to the start o f the program,
parent(s) were approached or contacted by telephone to ask for the participation o f their
family (i.e., parent(s) and child) in this study.
Table 3
Demographics o f Participants

Overall
Male
Female

Mean Age
(yrs)
10.7
10.8
10.6

SD (yrs)

Range (yrs)

1.5
1.5
1.7

7.9-12.7
7.9-12.7
8.2-12.6
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Statistical Analysis
A power analysis was conducted to determine the sample size required to observe a
small, medium, and large effect. The power o f a statistical test is the probability that it will
lead to the rejection o f the null hypothesis (i.e., the probability that it will result in the
conclusion that the phenomenon exists; Cohen, 1969). The power o f a statistical test depends
on three parameters: the significance criterion, the reliability of the sample results, and the
effect size. The significance criterion is the probability of incorrectly rejecting the null
hypothesis. The reliability of the results from the sample is the closeness with which it can be
considered to represent the relevant population. The effect size is the degree to which the
phenomenon is present in the relevant population or the degree to which the null hypothesis
is false. In this study, the null hypothesis is that the B.E.S.T. program will have no effect on
the children participating in the study. Therefore, for the purposes o f power analysis, it is
hypothesized that the program will have a beneficial effect on the participants.
Four parameters of statistical inference are required to conduct a power analysis:
power, significance criterion (a), sample size («), and effect size (ES). They are related in
that any one is a function o f the other three. That is, when three are known and remain fixed,
the other one can be determined (Cohen, 1969). When an investigator anticipates a certain
ES, sets a significance criterion, and then specifies the amount of desired power, the n that is
necessary to meet these specifications can be determined. Conventionally, when the
investigator is conducting an exploratory study and has no basis for setting the desired power
value, as in this study, the value .80 is used. Below, the required number of participants to
see small, medium, and large effects are shown (see Table 4; when power = .80 and a = .05).
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Table 4.

Number o f Participants Required For a Specific Effect Size
n

Effect Size
Small

Medium

Large

.10

1571

.20

393

.30

175

.40

99

.50

64

.60

45

.70

33

.80

26

1.00

17

1.20

12

1.40

9

This study included a sufficient number o f participants to detect a large size effect
(i.e., 25 participants), or a large amount of departure from the null hypothesis. Although what
constitutes a small, medium, or large effect size is somewhat arbitrary, overall, the larger this
value is, the greater the degree to which the phenomenon under study must be manifested.
The statistical analyses will focus on pre- post-treatment comparisons. A one-tailed paired ttest was used for examining changes from pre- to post-intervention. A one-tailed West was
used in this study because the results were expected to be in the positive direction.
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RESULTS
Pre-Treatment Psychosocial Functioning
The profile for the mean subscale scores and total score for children tested on the
PHSCS based on T-scores was in the average range. Thus, these children reported an overall
self-concept that was in the average range, as well as reporting each individual subscale in
the average range, and they did not see themselves as departing significantly from the norm
in any given domain (see Figure 1).
Figure 1. Mean Pre-Test Profile of the PHSCS
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PHSCS Subscales

On the SSRS - Student Form, the children’s mean T-score on Social Skills Total was
in the average range (T - 53.44). Again, the children did not perceive themselves as having a
significant departure from the norm in any given domain. T-scores are not provided for the
subscales. Rather, ordinal categories are provided for each subscale (i.e., whether fewer,
average, or more items are endorsed) and the mean o f the frequency o f the raw scores was
reported in the average range.
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On the Parent Form o f the SSRS, parents reported a mean T-score that was below
average for both Social Skills Total (T= 36.04) and Problem Behaviors Total (T - 23.59). In
terms o f raw scores for the subscales, parents reported that their children used significantly
fewer social skills and had significantly more problem behaviors than the norm.
Pre-Treatment Versus Post-Treatment
On the SSRS - Parent Form, the predicted increase in the Assertion subscale was
found and a significant increase in the Cooperation and Responsibility subscales and the
Social Skills Total scale also occurred. Additionally, an improvement in the Internalizing
subscale and the Problem Behaviors Total scale were found. On the PHSCS there was an
improvement in the rating o f the Intellectual and School Status subscale. Data on the SSRS Student Form SSRS - Parent Form, and PHSCS are presented in Tables 5 ,6 and 7.
Table 5.
Pre-Test and Post-Test Scores on the SSRS- Student Form Scales
Measure/Scale

Cooperation (Raw)
Assertion (Raw)
Empathy (Raw)
Self-Control (Raw)
Total Social Skills (TScore)

N

25
25
25
25
25

Mean
Pre-Test
14.32
12.32
14.88
11.92
53.44

Mean
Std.
%
Std.
Deviation Post-Test Deviation Improved
Post-Test
Pre-Test
2.92
14.16
3.84
52.00
3.33
12.72
48.00
3.31
4.26
14.84
3.72
48.00
3.86
12.00
3.76
44.00
12.90
51.88
15.53
56.00

Note. On the SSRS higher scores represent better adjustment, except on the Problem Behaviors total scale and
subscales (externalizing, internalizing, and hyperactivity), where lower scores represent better adjustment.
% Improved = percentage of participants (children and parents) who reported a change of one points or more in
the positive direction on the inventories at post-test.
* = p <.05 ** = p<.01
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Table 6.

Pre-Test and Post-Test Scores on the SSRS- Parent Form Scales
Measure/Scale

N

Mean
Pre-Test

Cooperation (Raw)
Assertion (Raw)
Responsibility (Raw)
Self-Control (Raw)
Total Social Skills (TScore)
Externalizing (Raw)
Internalizing (Raw)
Hyperactivity (Raw)
Problem Behaviors (TScore)

22
22
22
22
22

8.68
10.27
9.36
7.27
36.04

22
22
22
22

7.27
8.00
8.32
61.75

Mean
Std.
Std.
%
Deviation Post-Test Deviation Improved
Pre-Test
Post-Test
9.73*
3.59
4.20
54.54
2.37
11.32*
2.82
59.09
3.05
10.73**
3.21
54.54
9.22
4.41
4.33
50.00
10.28
44.36**
19.32
86.36
3.46
2.05
2.82
6.62

6.82
6.95*
7.59
59.54**

3.86
2.92
3.27
11.12

63.64
68.18
63.64
54.54

Note. On the SSRS higher scores represent better adjustment, except on the Problem Behaviors total scale and
subscales (externalizing, internalizing, and hyperactivity), where lower scores represent better adjustment.
% Improved = percentage of participants (children and parents) who reported a change of one points or more in
the positive direction on the inventories at post-test.
* = p < .05 ** = p < .01
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Table 7.

Pre-Test and Post-Test Scores on the PHCSCS
Measure/Scale

PHSCS-Total (TScore)
PHSCS - Behavioral
Adjustment (T-Score)
PHSCS - Intellectual
and School Status (TScore)
PHSCS - Physical
Appearance and
Attributes (T-Score)
PHSCS-Freedom
From Anxiety (TScore)
PHSCS - Popularity
(T-Score)
PHSCS - Happiness
and Satisfaction (TScore)

N

Mean
Pre-Test

25

Std.
Mean
Std.
%
Deviation Post-Test Deviation Improved
Pre-Test
Post-Test
40.36
9.04
11.09
39.88
52.00

25

46.72

7.96

47.64

8.71

52.00

25

46.08

8.98

48.72*

8.36

68.00

25

47.20

2.30

47.00

2.73

28.00

25

47.92

3.11

46.56

3.18

40.00

25

42.96

7.72

42.08

9.99

40.00

25

47.64

1.96

47.28

2.74

32.00

Note. On the PHSCS, higher scores represent better adjustment and on the SSRS higher scores represent better
adjustment, except on the Problem Behaviors total scale and subscales (externalizing, internalizing, and
hyperactivity), where lower scores represent better adjustment.
% Improved = percentage of participants (children and parents) who reported a change of one points or more in
the positive direction on the inventories at post-test.
* = p < .05 ** = p < .01

In addition to the entire sample, analyses were conducted comparing children with
and without ADD/ADHD diagnoses and children whose primary deficits were in the verbal
domain o f cognitive functioning (e.g., communication LD, receptive/expressive language
LD, central auditory processing disorder) versus children whose primary deficits were in the
nonverbal domain (e.g., NLD, visuospatial processing deficits). All subjects met DSM-IV
criteria (American Psychiatric Association, 2000) for a Learning Disorder, a Communication
Disorder, or an Attention-Deficit Disorder.
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Children with ADD/ADHD were found to respond more inconsistently (T-score =
51.54 for children without ADD/ADHD versus T-score = 57.00 for children with
ADD/ADHD, p < .05) on PHSCS test items and tended to have a more positive response bias
(T-score = 50.38 for children without ADD/ADHD versus T-score = 56.35 for children with
ADD/ADHD, p < .05). This may have been due to characteristics often associated with
ADD/ADHD, such as inattention and impulsivity. Table 8 presents a comparison of
subscales that significantly improved post-test (p <. 05) for children with and without
ADD/ADHD diagnoses. Data on the SSRS - Student Form, SSRS - Parent Form, and
PHSCS are presented in Table B1 and B2 (See Appendix B).
Table 8.
Comparison of Significant Improvements in Children with and without ADD/ADHD
ADD/ADHD
SSRS - Parent Form, Responsibility (Raw
Score)
SSRS - Parent Form, Internalizing (Raw
Score)
SSRS - Parent Form, Hyperactivity (Raw
Score)
SSRS - Parent Form, Problem Behaviors
Total (T-Score)

No ADD/ADHD
SSRS - Parent Form, Social Skills Total
(T- Score)

SSRS - Parent Form, Problem Behaviors
Total (T-Score)
PHSCS - Behavioral Adjustment* (TScore)
PHSCS - Intellectual and School Status (TScore)
PHSCS - Total* (T-Score)

Note. * = predicted improvement.

Children with primary cognitive deficits in the nonverbal domain were found to
respond more inconsistently on PHSCS test items. Table 9 presents a comparison of
subscales that significantly improved post-test (p <. 05) for children with primary deficits in
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the verbal domain and children with primary deficits in the nonverbal domain o f intellectual
functioning. Data on the SSRS - Student Form, SSRS - Parent Form, and PHSCS are
presented in Tables B3 and B4 (See Appendix B).
Table 9.
Comparison o f Significant Improvements in Children for Children with Primary Deficits in
the Verbal or Nonverbal Domain o f Cognitive Functioning
Verbal Domain

Nonverbal Domain
SSRS - Student Form, Cooperation (Raw
Score)

SSRS - Parent Form, Cooperation (Raw
Score)
SSRS - Parent Form, Self-Control* (Raw
Score)
SSRS - Parent Form, Social Skills Total
(T- Score)
SSRS - Parent Form, Problem Behaviors
Total (T-Score)
Note. * = predicted improvement
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Chapter IV
DISCUSSION
The purpose of this study was to evaluate the effectiveness of a social skills program
designed to improve the behavior, social skills, and coping skills o f children with learning
disabilities. Based on the areas targeted by the program, the scales that were expected to
change if the program was successful were Self-Control and Assertion on the SSRS and the
Behavioral Adjustment and Total score on the PHSCS. The other scales were not predicted to
change because the program did not target these areas. However, improvement on these
scales might occur if the program had a generalized effect.
Overall, improvements were found in parent rating of assertion, cooperation,
responsibility, internalizing behaviors, and social skills and problem behaviors in general.
Improvements were found in the children’s rating of intellectual and school status. This
finding represents an improvement in self-esteem in relation to how the children perceive
their school performance. It is of note that this score was a significant improvement over an
average pre-test score. No negative effects o f the program were found.
Some o f the hypothesized improvements were not evident. For example, on the SSRS
- Parent Form, there was no marked change in Self-Control. On the SSRS - Student Form,
the predicted improvement in the Self-Control subscale was also not found. This is consistent
with Gresham and Elliot’s study (1990) that found NH and LD students did not differ on
Cooperation, Assertion, or Self-Control Subscales. On the PHSCS there was no significant
improvement on the Behavioral Adjustment scale. This is in accord with prior research,
which has found that learning disabilities are not always accompanied by deficits in selfconcept. For example, Margalit and Zak (1984) found that children with LD scored lower
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only on the Happiness and Satisfaction Scale. Jones (1985) found that children with LD rated
themselves lower than other children on intellectual abilities and school status, and physical
appearance and attributes, but not on popularity, freedom from anxiety, or happiness and
satisfaction. Silverman and Zigmond (1983) reported that 159 junior-high and high school
students with learning disabilities did not differ significantly from the norm on their mean
PHSCS scores. Silverman and Zigmond (1983) also reported no significant differences in
mean PHSCS scores between 40 male seventh and eighth graders with learning disabilities
and 40 controls.
Indeed, it is likely that there was an absence of change in social skills and selfconcept because the children rated their behaviors as average in these areas in the pre-test.
Therefore, the children did not perceive any problems with their behavior.
Further, that some of the hypothesized improvements were not evident may be due in
part to the heterogeneous nature of the sample. That is, some children had ADD/ADHD as
their single diagnosis. One study (Antshel & Remer, 2003) found that children with
ADD/ADHD did not improve in self-control after social skills training based on selfevaluation and parents report. Although self-control did not improve significantly for the
sample as a whole, in the current study, parent rating of self-control did improve for children
without ADD/ADHD, whereas parent rating did not improve for children with ADD/ADHD.
In the present study, parents of children with ADD/ADHD diagnoses reported
improvements in responsibility, and fewer problems with internalizing behavior, and
hyperactivity (and problem behaviors overall). However, no changes in self-esteem were
evident. It is interesting to note that a study of 62 children with behavioral disorders and 95
age-matched normal controls found that the children’s scores on the PHSCS were in the
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normal range (Schor, Stidley, & Malspeis, 1995). In the current study, it may be that the
children’s scores on the PHSCS were in the average range pre-test and this is why no change
was apparent. Schor, Stidley, and Malspeis (1995) also found that parents of children without
behavior disorders, as opposed to the parents of children with behavior disorders, tended to
be more accurate in their perceptions of their children’s self-esteem.
Finally, the results showed that parents of children with primary deficits in the verbal
domain of cognitive functioning endorsed items indicating an improvement in cooperation,
self-control, and social skills in general, whereas for children with primary deficits in the
nonverbal domain of intellectual functioning, parents reported a decrease in overall problem
behaviors. Improvements were found in the rating of cooperation for children with primary
deficits in the nonverbal area of cognition.
One study (Forrest, 2002) found that children with deficits in the nonverbal domain
were likely to have more problems in social skills areas that involved executive functioning
(e.g., self-monitoring and emotional regulation). These deficits in executive functioning may
be reported as problem behaviors by parents and account for the differences between areas of
improvement in children with primary deficits in verbal versus nonverbal domains of
cognitive functioning. That is, while children with problems in the nonverbal domain are
likely referred to the program due to externalized behaviors, children with primary deficits in
the verbal domain are likely referred for other social skills difficulties.
In summary, the predicted improvements were significant in either the overall
heterogeneous LD group or in the LD subgroups (i.e., children with ADD/ADHD, children
without ADD/ADHD, children with primary cognitive deficits in the verbal domain, children
with primary cognitive deficits in the nonverbal domain) as discussed above. In addition, it
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appears that the social skills training generalized to other areas of social and behavioral
functioning and to self-esteem as well. That is, areas that were not targeted by the program
directly also showed significant improvement (i.e., improved ratings of cooperation,
responsibility, internalizing behaviors, intellectual and school status, and social skills and
problem behaviors in general). It is of note that given the small sample size these
improvements represent a “large” effect. It is apparent that this social skills training program
is effective for children with a variety of LD subgroups.
Limitations and Future Directions
In interpreting the results o f the present investigation, a few caveats should be kept in
mind. Although some results were statistically significant, it was not determined whether the
outcomes were clinically significant. It is unknown whether the results represent an
observable change in daily fimctioning. There was no control group for this study. A waiting
list control group would have been ideal, as it would have allowed us to ensure that the
results were specific to the type of intervention and not to some other factor such as increased
attention to the child or family. However, there was not a sufficient number of children
registering for the B.E.S.T. program to necessitate the use of a waiting list and, thus, this type
of control group was not available.
The sex ratio of the sample was 3 males to 1 female. However, this ratio is typical of
children who receive referrals to clinical settings. Research suggests that this is because
males are more likely to express psychosocial difficulties through externalizing behaviors,
whereas girls are more likely to exhibit internalizing behaviors (e.g., LaClave & Campbell,
1986). As the externalizing behaviors are more disruptive, children who display these types
of behavior are referred more often.
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The small sample size does not make it possible to detect any “small” or “medium”
effects of the program. An increased sample size might make it more likely to detect subtle
effects that are present. Also, only the immediate results of training were examined. There
may be a difference between the short-term and long-term effects of the program. That is,
any gains made might be short-lived. How children will do without the support, or if training
will generalize to other relevant areas of behavior or to new situations should be studied.
It would be beneficial to extend this study to include a larger sample size and a
follow-up questionnaire that reflected the child’s psychosocial functioning three or six
months post-treatment. Furthermore, some children are enrolled in the program several times
(in this study, children who repeated the program were not included again after their first
inclusion in the study). It would be interesting to study whether these children further
improve with repeated sessions. Finally, it is likely that this program will also benefit
children without LD who have an isolated deficit in social skills. Thus, an investigation
involving these children should be pursued.
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HOMEWORK EXAMPLES
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Figure A1. B E S T. Homework Example - Listening

LISTEN IN G
Look at the person who is talking.
2.

Tltink about what is being said.

3.

Wait your turn to talk,

4.

what you want to say.
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Figure A2. Homework Report
Homework Report*
Name________________________________
Date____________
Group Leaders_____________________________________________

FILL IN DURING THIS CLASS
1. What skill will you use?

2. What are the steps for the skill?

3. Where will you try the skill?

4. With whom will you try the skill?

5. When will you try the skill?

FILL IN AFTER DOING YOUR HOMEWORK
1. What happened when you did the homework?

2. Which steps did you really follow?

3. How good a job did you do in using the skill? (Circle one.)
Excellent

Good

Fair

Poor

4. What do you think should be your next homework assignment?

*From Goldstein. Sparfkin, Gershaw & Klein, 1980.
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Figure A3. Behavior Outline
GROUP 1: BEGINNING SOCIAL SKILLS
SKILL 2: Starting a Conversation
STEPS

TRAINER NOTES

1. Greet the other person.

Say “hi”; shake hands; choose the
right time and place.

2. Make small talk
3. Decide if the other person is listening.

Check if the other person is listening,
looking at you, nodding, saying
“mm-hmm.”

4. Bring up the main topic.

SUGGESTED CONTENT FOR MODELING DISPLAY:
A. School or neighborhood: Main actor starts conversation with secretary in school
office.
B. Home: Main actor discusses allowance and/or privileges with parent.
C. Peer group: Main actor suggests weekend plans to a friend.

*From Goldstein, Sparfkin, Gershaw & Klein, 1980.
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APPENDIX B
TABLES OF PRE-TEST AND POST-TEST SCORES ON THE SSRS AND PHSCS
SCALES FORLD SUBGROUPS
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Table Bl.
Pre-Test and Post-Test Scores on the SSRS and PHSCS Scales for Children with
ADD/ADHD Diagnoses
Measure/Scale

SSRS - Student Form,
Cooperation (Raw)
SSRS - Student Form,
Assertion (Raw)
SSRS - Student Form,
Empathy (Raw)
SSRS - Student Form,
Self-Control (Raw)
SSRS - Student Form,
Total Social Skills (T Score)
SSRS - Parent Form,
Cooperation (Raw)
SSRS - Parent Form,
Assertion (Raw)
SSRS - Parent Form,
Responsibility (Raw)
SSRS-Parent Form,
Self-Control (Raw)
SSRS - Parent Form,
Total Social Skills (TScore)
SSRS - Parent Form,
Externalizing (Raw)
SSRS - Parent Form,
Internalizing (Raw)
SSRS - Parent Form,
Hyperactivity (Raw)
SSRS - Parent Form,
Problem Behaviors (TScore)
PHSCS - Total (TScore)
PHSCS - Behavioral
Adjustment (T-Score)
PHSCS - Intellectual
and School Status (TScore)

11

Mean
Std.
Std.
Deviation Post-Test Deviation
Pre-Test
Post-Test
3.77
15.27
4.12
14.72

11

13.27

3.13

13.00

3.19

11

16.36

4.20

16.45

3.20

11

13.63

3.47

13.36

3.50

11

58.00

13.00

58.09

12.50

8

8.75

5.17

9.75

3.92

8

10.62

1.68

12.00

2.72

8

9.87

3.14

11.75*

4.30

8

9.12

4.67

9.00

3.34

8

38.37

12.53

42.5

12.61

8

7.37

3.11

7.25

2.91

8

8.75

1.39

7.25**

1.67

8

8.75

2.81

7.62*

2.45

8

63.41

6.31

61.75*

5.26

11

48.09

7.96

44.54

9.23

11

49.36

8.67

45.00

7.36

11

47.36

10.76

49.63

8.48

Mean
Pre-Test

N
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PHSCS - Physical
11
49.45
5.07
47.64
9.34
Appearance and
Attributes (T-Score)
PHSCS - Freedom
11
51.55
7.39
46.09
10.49
From Anxiety (TScore)
PHSCS - Popularity
11
43.91
6.04
40.00
8.61
(T-Score)
PHSCS-Happiness
11
50.45
8.66
48.54
8.94
and Satisfaction (TScore)__________________________________________________________
Note. On the PHSCS, higher scores represent better adjustment and on the SSRS higher scores represent better
adjustment, except on the Problem Behaviors total scale and subscales (externalizing, internalizing, and
hyperactivity), where lower scores represent better adjustment.
* = p < .05 ** = p < .01
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Table B2.
Pre-Test and Post-Test Scores on the SSRS and PHSCS Scales for Children without
ADD/ADHD Diagnoses
Measure/Scale

N

SSRS - Student Form,
Cooperation (Raw)
SSRS - Student Form,
Assertion (Raw)
SSRS - Student Form,
Empathy (Raw)
SSRS - Student Form,
Self-Control (Raw)
SSRS - Student Form,
Total Social Skills
SSRS - Parent Form,
Cooperation (Raw)
SSRS - Parent Form,
Assertion (Raw)
SSRS - Parent Form,
Responsibility (Raw)
SSRS - Parent Form,
Self-Control (Raw)
SSRS - Parent Form,
Total Social Skills (TScore)
SSRS - Parent Form,
Externalizing (Raw)
SSRS - Parent Form,
Internalizing (Raw)
SSRS - Parent Form,
Hyperactivity (Raw)
SSRS - Parent Form,
Problem Behaviors (TScore)
PHSCS- Total (TScore)
PHSCS-Behavioral
Adjustment (T-Score)
PHSCS - Intellectual
and School Status (TScore)
PHSCS-Physical

13

Mean
Std.
Deviation Post-Test
Pre-Test
2.04
13.61
14.23

13

11.85

3.39

12.46

3.64

13

13.92

4.17

13.69

3.84

13

10.77

3.79

11.23

3.70

13

50.77

12.05

47.46

16.90

13

8.92

3.75

10.00

3.51

13

10.00

2.83

11.00

3.00

13

9.23

3.14

10.23

2.45

13

7.31

3.99

9.54

5.91

13

35.46

8.89

46.46**

23.25

13

6.92

3.75

6.38

4.52

13

7.46

2.33

6.77

3.63

13

7.85

2.88

7.38

3.84

13

60.36

6.76

57.9**

14.10

13

44.38

7.18

48.38**

9.31

13

46.07

4.63

51.38*

7.27

13

45.31

7.83

48.92**

8.12

13

45.46

8.88

47.00

9.90

Mean
Pre-Test

Std.
Deviation
Post-Test
3.43
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Appearance and
Attributes (T-Score)
PHSCS - Freedom
13
46.00
7.44
47.69
7.62
From Anxiety (TScore)
PHSCS - Popularity
13
42.92
8.93
44.69
10.78
(T-Score)
PHSCS-Happiness
13
45.85
8.10
48.15
8.72
and Satisfaction (TScore)__________________________________________________________
Note. On the PHSCS, higher scores represent better adjustment and on the SSRS higher scores represent better
adjustment, except on the Problem Behaviors total scale and subscales (externalizing, internalizing, and
hyperactivity), where lower scores represent better adjustment.
* = p < .05 ** = p < .01

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

60
Table B3.
Pre-Test and Post-Test Scores on the SSRS and PHSCS Scales for Children with Primary
Cognitive Deficits in the Verbal Domain
Measure/Scale

N

SSRS - Student Form,
Cooperation (Raw)
SSRS - Student Form,
Assertion (Raw)
SSRS - Student Form,
Empathy (Raw)
SSRS - Student Form,
Self-Control (Raw)
SSRS - Student Form,
Total Social Skills
SSRS - Parent Form,
Cooperation (Raw)
SSRS - Parent Form,
Assertion (Raw)
SSRS - Parent Form,
Responsibility (Raw)
SSRS - Parent Form,
Self-Control (Raw)
SSRS - Parent Form,
Total Social Skills (TScore)
SSRS - Parent Form,
Externalizing (Raw)
SSRS - Parent Form,
Internalizing (Raw)
SSRS - Parent Form,
Hyperactivity (Raw)
SSRS - Parent Form,
Problem Behaviors (TScore)
PHSCS - Total (TScore)
PHSCS - Behavioral
Adjustment (T-Score)
PHSCS - Intellectual
and School Status (TScore)
PHSCS-Physical

10

Mean
Std.
Std.
Deviation Post-Test Deviation
Post-Test
Pre-Test
1.97
13.00
3.77
14.90

10

12.50

2.99

12.70

3.65

10

15.40

2.76

14.6

4.00

10

11.90

3.72

11.70

3.74

10

54.70

10.12

49.00

19.79

9

7.55

3.64

9.33*

3.71

9

10.56

2.40

11.44

3.28

9

9.89

3.10

11.11

3.40

9

6.67

3.60

10.22*

5.52

9

34.66

8.40

50.78*

26.84

9

6.67

3.74

6.56

4.64

9

7.22

2.11

7.22

3.67

9

9.00

2.50

8.67

3.61

9

60.80

6.81

58.42

15.44

10

46.50

8.40

47.00

9.77

10

47.90

7.01

50.20

9.31

10

47.30

9.21

48.90

6.90

10

45.40

8.50

47.70

10.91

Mean
Pre-Test
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Appearance and
Attributes (T-Score)
PHSCS - Freedom
10
48.30
7.83
46.00
7.93
From Anxiety (TScore)
PHSCS-Popularity
10
44.60
7.73
43.90
11.54
(T-Score)
PHSCS-Happiness
10
48.80
10.47
47.30
9.33
and Satisfaction (TScore)__________________________________________________________
Note. On the PHSCS, higher scores represent better adjustment and on the SSRS higher scores represent better
adjustment, except on the Problem Behaviors total scale and subscales (externalizing, internalizing, and
hyperactivity), where lower scores represent better adjustment.
* = p < .05 ** = p < .01
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Table B4.
Pre-Test and Post-Test Scores on the SSRS and PHSCS Scales for Children with Primary
Cognitive Deficits in the Nonverbal Domain
Measure/Scale

SSRS - Student Form,
Cooperation (Raw)
SSRS - Student Form,
Assertion (Raw)
SSRS - Student Form,
Empathy (Raw)
SSRS - Student Form,
Self-Control (Raw)
SSRS - Student Form,
Total Social Skills
SSRS - Parent Form,
Cooperation (Raw)
SSRS - Parent Form,
Assertion (Raw)
SSRS - Parent Form,
Responsibility (Raw)
SSRS - Parent Form,
Self-Control (Raw)
SSRS - Parent Form,
Total Social Skills
SSRS - Parent Form,
Externalizing (Raw)
SSRS - Parent Form,
Internalizing (Raw)
SSRS - Parent Form,
Hyperactivity (Raw)
SSRS - Parent Form,
Problem Behaviors (TScore)
PHSCS - Total (TScore)
PHSCS - Behavioral
Adjustment (T-Score)
PHSCS - Intellectual
and School Status (TScore)
PHSCS-Physical
Appearance and

5

Mean
Std.
Std.
Deviation Post-Test Deviation
Pre-Test
Post-Test
15.80
17.80*
2.86
2.59

5

13.80

2.59

13.40

2.88

5

18.00

3.46

17.20

2.59

5

14.40

3.36

12.60

3.36

5

62.00

10.49

61.00

10.05

4

12.00

4.24

12.75

2.50

4

8.75

2.87

11.50

4.12

4

10.50

4.12

11.50

5.26

4

11.00

4.97

9.50

3.41

4

42.25

13.25

45.25

14.06

4

5.25

2.99

4.50

2.64

4

8.25

1.50

6.00

3.16

4

5.75

2.06

4.75

1.50

4

58.56

5.31

53.39*

7.18

5

47.60

7.89

45.80

8.90

5

53.00

6.08

47.20

2.68

5

46.20

11.01

49.20

6.83

5

52.80

5.02

47.80

12.03

N

Mean
Pre-Test
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Attributes (T-Score)
6.27
45.60
11.74
PHSCS - Freedom
5
48.60
From Anxiety (TScore)
5.41
40.00
8.37
5
40.60
PHSCS - Popularity
(T-Score)
5
50.40
8.82
50.60
10.62
PHSCS - Happiness
and Satisfaction (TScore)__________________________________________________________
Note. On the PHSCS, higher scores represent better adjustment and on the SSRS higher scores represent better
adjustment, except on the Problem Behaviors total scale and subscales (externalizing, internalizing, and
hyperactivity), where lower scores represent better adjustment
* = p < .05 ** = p < .01
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